S ystemic lupus erythematosus (SLE) is associated with aortitis that may cause aneurysm and/or dissection. [1] [2] [3] [4] Furthermore, the aortic syndromes associated with SLE do not typically correlate with the degree of cardiac inflammation, especially with endocarditis. 5 We present a case of thoracoabdominal aneurysm (TAA) associated with Libman-Sacks endocarditis in a patient with chronic SLE. To the best of our knowledge, this is the first report of this dual presentation in a surgical patient with SLE.
Clinical Summary
A 29-year-old woman with longstanding SLE had severe back pain. Her medical history included hypertension and hemodialysis for end-stage renal disease. Her physical examination was notable for severe hypertension and an apical holosystolic murmur. She had no fever or peripheral stigmata of endocarditis. A computerized tomographic axial scan revealed an extent V TAA with a maximal diameter of 6 cm ( Figure 1 ). She was admitted to the intensive care unit for aggressive intravenous vasodilator therapy. Myocardial perfusion imaging with thallium suggested coronary ischemia. Subsequent coronary angiography revealed no surgical disease. Transthoracic echocardiography showed normal ventricular function, mild mitral regurgitation, and a possible mitral vegetation. Subsequent transesophageal echocardiography confirmed the mitral vegetation (Figure 2 ), noted extensive aortic atheroma and the TAA, and excluded any further surgical valvular lesions.
The patient subsequently had multiple negative blood cultures and continued to be afebrile. The mitral vegetation was considered atypical for infectious endocarditis. After consultation with infectious disease colleagues, the clinical diagnosis of Libman-Sacks endocarditis was reached. No further management for the mitral valve was deemed necessary.
Subsequently, the patient was transferred to the operating room for surgical repair of the TAA under balanced general endotracheal anesthesia. The patient had a lumbar subarachnoid catheter placed for perioperative cerebrospinal fluid drainage. The surgical findings included an extent V TAA, and diffuse eggshell aortic calcification. The patient was heparinized and supported by partial cardiopulmonary bypass (right atrial-distal abdominal aortic cannulation). The subsequent aortic repair with a 24-mm graft was uncomplicated.
The postoperative recovery included regular dialysis, intermittent cerebrospinal fluid drainage for 48 hours, and epidural analgesia. The patient was transferred to the surgical ward on the sixth postoperative day. On the 10th postoperative day, severe hypotension and paraplegia suddenly developed. Despite immediate Figure 1 . Three-dimensional reconstruction of the distal descending thoracic aorta and the abdominal aorta from the computed tomographic aortic study. An extent type V thoracoabdomainal aneurysm is evident. 
Discussion
This patient had extensive cardiovascular disease associated with longstanding SLE: mitral endocarditis, diffuse aortic atheroma, extensive aortic calcification, and an extent V TAA. Each of these pathologic conditions significantly affected clinical management, as will be discussed herein.
Valvular disease is common in SLE, with up to 50% of patients displaying abnormalities on echocardiographic examination. 5 After valvular thickening, vegetations are the second most common manifestation with a reported incidence of up to 40%. Echocardiography is often unable to discern the precise pathologic status of the vegetation, such as active valvulitis, healed valvulitis, and/or thrombus. The valvulits is often ongoing and intermittient, explaining the dynamic nature of noninfectious vegetations seen in association with SLE. 5 In our patient, surgery was delayed until the possibility of infective endocarditis was excluded on the basis of the absence of typical clinical features and negative blood cultures. Furthermore, left heart manipulation was avoided intraoperatively to avoid embolism from the mitral vegetation.
The surgical repair of the TAA was uncomplicated, but unfortunately the patient died before hospital discharge. The cause of her acute profound hemodynamic collapse is unclear, given the absence of a postmortem examination. A differential diagnosis related to her clinical presentation would include aortic rupture with possible dehiscence and coronary embolism from the mitral vegetation. Aortic aneurysms in association with SLE have a higher risk of anastomotic dehiscence owing to poor tissue quality, as was noted at surgery in our patient. [1] [2] [3] [4] Coronary embolism of a noninfectious mitral vegetation is in keeping with the literature. 5 In summary, the clinical observation from this case is that the cardiovascular manifestations of SLE may be multiple and simultaneous. Thorough preoperative investigation will characterize and stage the lesions, allowing a rational approach to surgical therapy. The postoperative period may still represent a period of high risk beyond the typical considerations for thoracic aortic procedures. Brief Communications
